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Introduction
Integrated Child Development Services (ICDS) is a medico-social, gender-neutral, community-centric philanthropic program organized under rural courtyard shelters known as Anganwadi centres, catering to supplementary nutrition, nutrition and health education, preschool non-formal education, primary healthcare, immunization and growth monitoring of the children under six years old along with their mothers [1] . ICDS was launched in 1975 in accordance with the National Policy for Children in 33 places throughout India complemented by 13.3 lakh Anganwadi centres across the country. Organization of ICDS is implemented at five different levels, i.e. Central
Level, State/Union Territory Level, District Level, Block Level and Village Level covering rural areas, tribal areas and urban slums to serve the extremely underprivileged communities of backward and remote areas of the country. Each Anganwadi centre covers 40-42 children from 0-6 years old and 20-25 pregnant and lactating mothers delivering services right at the doorsteps of the beneficiaries to ensure their maximum participation [2] . The ICDS team comprises Child development project officers, district program officers, and auxiliary staff.
Being the world's largest outreach program in targeting infants and children below six years old, expectant and nursing mothers, the ICDS has generated interest worldwide among academicians, planners, policy makers, administrators and those responsible for its im plementation [3] . Given its effectiveness over the last few decades, the Government of India is committed towards ensuring universal availa-PUBLIC HEALTH AND EPIDEMIOLOGY bility of ICDS. The ICDS program at Anganwadi centres that are meant to adhere to certain laid-down standards given by the government for various infrastructural, resource and service parameters, for optimal functioning of the unit. The resources/infrastructure available on ground and services delivered vary widely. These variations account for the difference in standards of service-delivery, which in-turn might make a difference in overall effectiveness of ICDS. Thus, the availability of infrastructure, human resources and delivery of services should be studied and compared against the laid-down standards, for ascertaining gap analysis. It is obvious that bridging the gaps will help improve the program and offset malnutrition. Various evaluations of ICDS have revealed outcomes requiring improvement in the nutritional status of children which were falling short of expectations. This crosssectional study has evaluated and analysed the gap, with respect to infrastructure, resources and ICDS services vis a vis the laid-down standards, at rural and urban Anganwadi centres in New Delhi.
Methods
A cross-sectional evaluation study was carried out among two Anganwadi centres in New Delhi. The data were collected by assessment of children and mothers, interview of Anganwadi workers and observation of service delivery parameters and conduction of activities. Infrastructural assessment of ICDS program via Anganwadi centres was done by observing building infrastructure, floor, roof, electricsupply, availability of kitchen or washroom, kitchen-utilities, drinking-water, preschool education material, guidebook, growth charts, proportion of malnourished children, supplementary nutrition to pregnant females, counselling activities towards nutrition, health, immunization, maintenance of records about beneficiaries and services availed. Suitable pretested and adequately modified questionnaire based on the National Institute of Public Cooperation and Child Development (NIPCCD) evaluation proforma was designed to interview the Anganwadi worker and the beneficiaries (mothers/children). Data was analysed under descriptive statistics.
Results
Both Anganwadi centres rented cemented building with adequate indoor space, childfriendly unisex toilets, electricity supply and water. Both Anganwadi centres were provided with hot cooked food containing a varied combination of pulses, cereals, oil, vegetables and sugar as well as take-home rations. The urban and rural Anganwadi centres involved 11 and 12 pregnant women, seven lactating women each, 35 and 36 children aged from 6 months to 3 years, as well as 30 and 18 children aged 3-6 years respectively. No children were found to be underweight. No adolescent girls were beneficiaries at either Anganwadi centres. Pregnant women were counselled towards utilisation of key services i.e. antenatal care, iron and folic-acid supplementation, adequate extra-care from family and rest during pregnancy. There was no interruption in supplementary nutrition in past six months. Supplementary nutrition program in urban Anganwadi centre was more effectively used by beneficiaries as compared to rural Anganwadi centre, where quality was neither satisfactory nor accepted by beneficiaries, while it was adequately accepted in the urban centre. In rural Anganwadi centre, Nutrition and Health Education program was not followed. As for infrastructural facilities, both Anganwqadi centres had good electricity supply with electric points above 5 feet from ground that was safe for children. Direct tapwater was stored in covered containers as per standards however there was no provision of either water-filters or reverse osmosis plants.
New WHO growth standards were not implemented in both Anganwadi centres, but weighing, plotting, interpretation and counselling of mothers were accurately performed and they were provided with WHO Growth chart. Early childhood care and education program was conducted in both Anganwadi centres every month as per laid-down standards. Urban Anganwadi centre was adequately provided with preschool education materials such as time-table, guide-book for story-telling, counting numbers, free conversation sessions to enable speaking and organized smallactivities related to fine muscle coordination and development such as painting, drawing, threading and matching colour, reading simple words, writing alphabets words, distinguish objects, recognise pictures etc. The rural Anganwadi centre was also provided with preschool education materials but not adequate ones as per laid-down standards.
Both Anganwadi centres were undertaking routine health check-up. It was noted that in the urban Anganwadi centre, the frequency of health check-up was monthly for children aged PUBLIC HEALTH AND EPIDEMIOLOGY 1-3 years, quarterly for children aged 3-6 years, and four check-ups were provided to pregnant females starting in first trimester. In rural Anganwadi centre, pregnant females were seen only twice starting in second-trimester. Both Anganwadi centres didn't include adolescent girls for health check-up. In both Anganwadi centres, immunization program was running effectively. Iron and Vitamin A supplementation were provided to children and pregnant women under the ICDS program.
Discussion
Recognizing the need for early intervention to ensure the development of a young child's body, mind, and intellect to its maximum potential, the Government of India started the ICDS, a centrally sponsored scheme, which is a step toward responding to the child's needs in a comprehensive and holistic perspective. The national goals of ICDS program are reduction of infant mortality rate to <60/1000, reduction in child mortality rate to <10/1000, and reduction in maternal mortality rate by at least 50%, through a focused health check-up, immunization, deworming, basic treatment of minor illnesses like fever, diarrhoea etc., referral services for severe illness, supplementary feeding, growth monitoring and early childhood day care [4, 5] .
Infrastructural evaluation was satisfactory in this study whereas other studies found toilet facilities present only in 57.1% Anganwadi centres [6, 7] . The rural Anganwadi centre was lagging the laid-down standards towards nutrition and health program, supplementary nutrition, preschool education and adoption of nutrition rehabilitation centre, which was also found in other rural Anganwadi centres in India by various studies [8, 9, 10, 11] . These services are meant for effective transmission of certain basic health and nutrition messages to enhance the level of awareness of mothers about the child's needs and their capacity for care, protection, and development of the child. Supplementary nutrition is strategic as it not only improves the nutritional level of children and reduces malnutrition, but it also works as an incentive for promoting attendance of children and mothers to participate in the activities of Anganwadi centres, and as such plays a vital role in ICDS program. Inadequacy on these fronts bears a direct connotation towards inadequate service delivery and fetomaternal outcomes as India is mostly a rural country and requires strengthening of rural Anganwadi centres [12, 13, 14, 15] .
In current study it was also observed that the new WHO growth standards were not implemented in both Anganwadi centres, but weighing, plotting, interpretation and counselling of mothers were accurately performed, and they were provided with the WHO Growth chart. Similarly, adolescent health is a completely neglected area under the ICDS program which needs to be intensified to ensure nutrition and health of girls prior to pregnancy to enable them to make better choices towards family planning, contraception and perinatal care of themselves and their children [16] . In turn, this will universalize and maximise the concept development of ICDS program in context and content; and further capacity building initiatives amongst beneficiaries for better families, better management of Anganwadi centres and a sustainably better future in a tropical developing country withholding a population of 1.35 billion [17, 18, 19] .
Conclusions
Gaps found in respect of infrastructure, resources, health and nutrition facilities can directly affect the performance of ICDS program and the services delivered by the Anganwadi centres. There is a felt opportunity to boost the service delivery ecosystem of rural Anganwadi centre in term of implementation of nutrition and health program, supplementary nutrition, preschool education and nutrition rehabilitation centre for existing beneficiaries. Both urban and rural centres have a direct opportunity towards delivering adolescent health program focusing on nutrition and education of girls prior to their pregnancy, in order to maximise the potential of ICDS program and universalise the acceptance and availability of ICDS. There is a scope of improving upon adoption of new WHO growth standards.
